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Objectives. This study explored whether racial differences in patient–physician relation-
ships contribute to disparities in the quality of health care.

Methods. We analyzed data from The Commonwealth Fund’s 2001 Health Care Quality
Survey to determine whether racial differences in patients’ satisfaction with health care
and use of basic health services were explained by differences in quality of patient–physician
interactions, physicians’ cultural sensitivity, or patient–physician racial concordance.

Results. Both satisfaction with and use of health services were lower for Hispanics and
Asians than for Blacks and Whites. Racial differences in the quality of patient–physician
interactions helped explain the observed disparities in satisfaction, but not in the use of
health services.

Conclusions. Barriers in the patient–physician relationship contribute to racial disparities
in the experience of health care. (Am J Public Health. 2003;93:1713–1719)

health care services and to determine the de-
gree to which disparities in these measures
of health care quality were explained by
patient–physician interactions, physicians’ cul-
tural sensitivity, and physicians’ race/ethnicity.

METHODS

Data Source
The Commonwealth Fund’s Health Care

Quality Survey was a random-digit-dial tele-
phone survey of adults in the continental United
States conducted between April and November
2001. Communities with high proportions of
Black, Hispanic, and Asian households were
oversampled. Up to 20 attempts were made to
contact each household. The overall response
rate was 54.3%. Data were weighted post hoc
to correct for disproportionate sampling and
nonresponses and to make the final results rep-
resentative of all US adults aged 18 years and
older. The survey included questions on usual
source of care, patient–physician interactions,
satisfaction, use of basic health services, demo-
graphics, and health status. Interviews were con-
ducted in English, Spanish, Mandarin, Can-
tonese, Vietnamese, or Korean, according to the
respondent’s preference.

Analytic Variables
The primary independent variable for our

analyses was race/ethnicity. Survey respon-
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dents reported their own race/ethnicity as
Black, Asian, Native Hawaiian/Pacific Islander,
American Indian/Alaska Native, White, or
Other/Mixed Race. Respondents also reported
whether they were of Latino or Hispanic de-
scent. Any respondent self-identifying as Latino
or Hispanic was categorized as Hispanic. Other
respondents were categorized according to
their self-reported race/ethnicity. We included
respondents categorized as Black, Hispanic,
Asian, or White; other racial/ethnic groups had
too few respondents for analysis.

Dependent variables included respondents’
global satisfaction with health care and use of
health care services. Satisfaction was assessed
with a single scaled question about the quality
of respondents’ medical care over the past 2
years: “Overall, how satisfied or dissatisfied are
you with the quality of health care you have re-
ceived during the last 2 years? (very satisfied,
somewhat satisfied, somewhat dissatisfied, or
very dissatisfied)” Respondents were asked
about their receipt of several age-, gender-, and
disease-appropriate health care services. The
total number of appropriate services was
counted for each respondent according to age,
gender, and self-reported disease status, as fol-
lows: Papanicolau testing within the past 3
years (all women); mammography within the
past 2 years (women aged 50 years and older);
any history of colorectal cancer screening (re-
spondents aged 50 years and older); choles-

Numerous studies have demonstrated that the
quality of health care in the United States
varies according to patients’ race and ethnic-
ity.1–5 These studies have consistently found
that Blacks and Hispanics receive lower-quality
care than the majority White population. Fewer
studies have assessed quality of care of other
minority groups, including Asians and Native
Americans, but those that have done so have
generally revealed similar trends.1,5 Although
some of the observed disparities can be ex-
plained by lack of insurance coverage and
other impediments to accessing health care ser-
vices, others persist even in the absence of fi-
nancial barriers.1

The root causes of these disparities are not
entirely clear. Recently, studies have begun to
explore whether barriers in cross-cultural
patient–physician relationships may be a con-
tributing factor. These studies have generally
found that when compared with White pa-
tients, minority patients report lower-quality in-
teractions with their physicians.6–9 These differ-
ences in the quality of patient–physician
relationships appear to be influenced in part by
the physicians’ race/ethnicity. Several studies
have demonstrated that minority patients, par-
ticularly Blacks, tend to prefer physicians of
their own race/ethnicity and to rate those phy-
sicians as providing better interpersonal care
than other-race physicians.6,10,11 Although these
studies have demonstrated the impact of pa-
tients’ and physicians’ race/ethnicity on the
quality of doctor–patient relationships, they
have not adequately addressed whether racial
differences in the quality of these relationships
contribute to other observed disparities in
health care quality and ultimately to disparities
in health outcomes.12,13

To further explore the contribution of the
patient–physician relationship to racial dis-
parities in the quality of care, we used data
from a national survey to assess the effect of
race/ethnicity on patients’ satisfaction with
their health care and use of recommended
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terol testing within the past 5 years (men aged
35 years and older and women aged 45 years
and older); cholesterol testing within the past 2
years and blood pressure checks at least every
6 months (respondents with diabetes, hyperten-
sion, or heart disease); and glycohemoglobin
testing within the past 6 months and eye exam-
inations within the past year (respondents with
diabetes).14–16

Three variables relating to the patient–
physician relationship—quality of patient-
physician interactions, physician cultural sensi-
tivity, and patient–physician racial/ethnic
concordance—were defined as “explanatory”
variables (i.e., variables hypothesized to explain
associations between the patient’s race/
ethnicity and the dependent variables). Re-
spondents were asked 5 questions about spe-
cific physician behaviors indicative of the qual-
ity of their most recent patient–physician
interaction: (1) “The last time you visited a
doctor, did the doctor listen to everything you
had to say, to most, to some, or to only a little?
(listening)” (2) “Did you understand everything
the doctor said, most, some, or only a little?
(explaining)” (3) “Did the doctor involve you in
decisions about your care as much as you
wanted, almost as much as you wanted, less
than you wanted, or a lot less than you
wanted? (participatory decisionmaking)”
(4) “Did the doctor spend as much time with
you as you wanted, almost as much as you
wanted, less than you wanted, or a lot less
than you wanted? (time)” and (5) “Did the doc-
tor treat you with a great deal of respect and
dignity, a fair amount, not too much, or none
at all? (respect)” To measure the overall quality
of patient–physician interactions, we combined
the 5 items to create a patient–physician inter-
action index, with internal consistency that was
reasonably high for all racial/ethnic groups
(Cronbach’s α=0.79, range 0.75–0.80).

Respondents rated their physicians’ cultural
sensitivity using 2 items: (1) “I feel that my doc-
tor understands my background and values.
(strongly agree, somewhat agree, somewhat dis-
agree, or strongly disagree)” and (2) “I often
feel as if my doctor looks down on me and the
way I live my life. (strongly agree, somewhat
agree, somewhat disagree, or strongly dis-
agree)” These items were not combined.

Respondents reported whether they had a
regular physician or other health care profes-

sional and were asked to classify that person
into 1 of the racial/ethnic categories. We cate-
gorized physicians whose race/ethnicity classifi-
cation was the same as the respondent’s as
being “race concordant.” Respondents were
also asked whether they preferred seeing a
physician of their own race/ethnicity.

All multivariate analyses were adjusted for
age, gender, and self-rated health status. Other
covariates were grouped by category, includ-
ing demographic variables: marital status, lo-
cale of residence (urban, suburban, rural), and
geographic region; variables on sources of
health care: health insurance coverage, having
a regular physician, primary care site (physi-
cian’s office vs other), and physician’s gender;
and variables associated with socioeconomic
status (SES) and degree of acculturation:
household income (below 100% poverty level,
100%–199%, 200% and above), education
(less than high school, high school graduate,
some college, college graduate or higher), pri-
mary language (English vs other), language
barrier (frequency of difficulty communicating
with physician because of language), birth-
place (United States vs other), years in the
United States (for immigrants), and health lit-
eracy (reflected by 2 survey items measuring
difficulty with reading and understanding pre-
scriptions and health-related information).

Statistical Analysis
We compared characteristics of respon-

dents by race/ethnicity using t tests or
χ2 tests as appropriate. We also compared our
patient–physician interaction index across ra-
cial groups. We conducted exploratory analy-
ses to determine whether any observed differ-
ences in patient–physician interaction quality
were attributable to racial differences in
health literacy, primary language, English pro-
ficiency, physician’s cultural sensitivity, or
physician’s race/ethnicity.

We dichotomized our scaled measure of sat-
isfaction between the highest rating and all oth-
ers (i.e., very satisfied with health care vs less
than very satisfied) on the basis of the posi-
tively skewed distribution of responses to this
item. We then examined racial differences in
patients’ satisfaction with and use of health care
services. All pairwise comparisons were ad-
justed for multiple comparisons with the Bon-
ferroni method.

To assess the independent effect of race/
ethnicity on each of our outcome measures,
we created logistic (for satisfaction) and linear
(for health care service use) regression models.
The base model (model 1) for both outcome
variables included race/ethnicity, age, gender,
and self-rated health status. For use of health
care services, the base model additionally in-
cluded presence or absence of diabetes, hy-
pertension, and heart disease, to account for
the greater number of services considered ap-
propriate for respondents with those condi-
tions. Other covariates were added to each
model sequentially by category: model 2 in-
cluded demographic characteristics; model 3,
demographic characteristics plus sources of
care; and model 4, demographic characteris-
tics, sources of care, plus SES/acculturation.
After all covariates were included, we added
the patient–physician interaction index
(model 5), physician cultural sensitivity
(model 6), and patient–physician race concor-
dance (model 7), and all 3 together (model 8).

The purpose of this sequential modeling
strategy was to determine the degree to which
racial disparities in satisfaction and health care
service use were explained by each group of
variables. We repeated our models of health
care service use, using as the dependent vari-
able those services typically not conducted
during the patient–physician encounter but
rather requiring a physician’s order or referral
and the patient’s active participation (colorectal
cancer screening, mammography, cholesterol
testing, glycohemoglobin testing, and eye ex-
aminations). We used this alternative definition
of health care service use to address the hy-
pothesis that patient–physician interactions
may best account for differences in the use of
services whose completion requires a physi-
cian’s order and a patient’s adherence.17 We
also repeated our models with each health
care service used individually as the depen-
dent variable.

To examine whether the relative importance
of specific physician behaviors varied by race/
ethnicity, we repeated our fully adjusted analy-
ses (model 8), with the 5 patient–physician in-
teraction items included as individual (continu-
ous) variables rather than as a composite index
and stratified these analyses by respondents’
race/ethnicity. We conducted all analyses with
Stata 6.0 software (Stata Corp, College Station,
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TABLE 1—Respondents’ Characteristics and Quality of Care, by Race/Ethnicity:
Commonwealth Fund’s Health Care Quality Survey, April–November, 2001

Respondent’s Race/Ethnicity

Black Hispanic Asian White All
(n = 1037) (n = 1153) (n = 621) (n = 3488) (n = 6299)

Mean age, ya 42.5 38.9 40.1 47.1 45.4

Female, % 58.1 54.1 50.4 54.9 55.0

Education ≤ high school degree, %a 55.8 68.2 26.0 43.8 47.2

Income ≤ 200% poverty level, %a 50.6 59.5 31.4 30.3 35.7

Diabetes, %a 12.6 9.9 8.6 8.1 8.8

Hypertension, %a 32.5 20.2 12.3 23.2 23.5

Heart disease, % 6.5 3.4 5.9 7.2 6.7

Fair/poor health status, %a 17.2 22.0 12.5 14.4 15.5

Primary language English, %a 99.6 59.4 90.4 100 95.1

Born in US, %a 91.3 46.6 17.7 95.9 86.9

Living in US ≤ 10 years, %a 2.5 18.0 27.1 1.1 4.1

Locale of residence, %

Urbana 49.4 52.1 34.7 25.2 29.6

Suburbana 36.1 38.9 63.2 50.3 49.4

Rurala 14.5 9.0 2.1 24.5 21.0

Region, %

Northeasta 16.1 15.3 18.3 19.7 18.8

Midwesta 16.2 6.9 10.2 26.3 22.3

Southa 58.1 34.3 22.5 34.8 37.0

Westa 9.7 43.5 48.9 19.4 22.0

Insurance, %

Medicarea 9.8 7.7 4.7 14.2 12.6

Medicaida 8.6 5.8 2.4 2.4 3.5

Private/othera 61.0 53.6 79.5 72.8 69.6

Uninsureda 20.6 32.8 13.4 10.6 14.3

Usual site of care, %

Doctor’s officea 67.6 64.2 76.5 83.2 79.1

Community health centera 10.0 21.8 7.5 6.9 8.8

Emergency departmenta 11.1 7.2 4.2 4.3 5.4

Regular physician, %a 71.9 59.0 68.6 81.2 77.2

Race-concordant physician, %a,b 24.5 27.6 45.3 85.0 72.4

Quality of last patient–physician interaction, %

Doctor listened to everything I had to saya 69.3 57.7 47.1 69.1 67.2

Understood everything doctor saida 61.6 56.3 47.3 68.9 66.0

Involved in decisions as much as I wanteda 75.1 66.9 59.4 79.7 77.2

Doctor spent as much time as I wanteda 70.7 57.8 50.4 72.5 70.1

Doctor treated me with great deal of respecta 75.5 76.1 59.4 77.0 76.1

All of the abovea 36.1 28.5 15.6 41.3 38.5

Cultural sensitivity, %

Doctor understands my background/values (strongly agree)a 59.6 64.1 48.6 61.0 60.7

Doctor looks down on me and my lifestyle (strongly disagree)a 73.1 66.4 57.5 76.6 74.4

Satisfaction, %

Very satisfied with care over past 2 yearsa 61.0 57.0 43.8 65.3 63.2

Continued

Tex), using special commands developed to ac-
count for complex survey design effects.

RESULTS

Subjects included 1037 Black, 1153 His-
panic, 621 Asian, and 3488 White survey re-
spondents. Ten percent of Black respondents
were of Caribbean heritage. Hispanics self-iden-
tified as predominantly Mexican (57%), Puerto
Rican (8%), or Central American (10%). Asian
respondents represented a wide range of ethnic
subgroups, including Chinese (24%), South
Asian (17%), Filipino (13%), Japanese (10%),
Vietnamese (11%) and other Southeast Asian
(6%), and Korean (4%).

Reflecting the demographics of the United
States, Blacks and Hispanics in our sample had
lower levels of education, income, private
health insurance, and health status than did
Whites and Asians (Table 1). Consistent with
prior studies, respondents disproportionately
sought care from physicians of their own race/
ethnicity; approximately one quarter of Blacks
and Hispanics and nearly one half of Asians
had race-concordant regular physicians. Despite
the disproportionate racial matching of patients
and physicians, only 10% of respondents re-
ported a preference for a physician of their
own race/ethnicity. Blacks were least likely
(5.6%) and Hispanics most likely (13.7%) to
state such a preference.

Quality of Patient–Physician Interactions
Ratings of specific physician behaviors and

of overall quality of patient–physician interac-
tions were generally lower among Hispanic
and Asian respondents than among Blacks or
Whites (Table 1). Asians, and to a lesser de-
gree Hispanics, also reported lower levels of
cultural sensitivity among their physicians.
There was a positive correlation between mea-
sures of cultural sensitivity and overall quality
of patient–physician interactions (P<.001).
Adjustment for cultural sensitivity diminished
the Hispanic–White difference in interaction
quality by about 10% and the Asian–White
difference by about 20%, but both differences
remained significant (P<.001) (data not
shown). Adjustment for health literacy reduced
the Hispanic–White difference by one third
and the Asian–White difference by one fifth.
Differences in English proficiency accounted
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TABLE 1—Continued

Preventive care, %c

Cholesterol checked in past 5 yearsa 92.2 82.9 87.9 88.3 88.2

Ever had colorectal cancer screeninga 71.4 55.8 58.3 69.4 68.4

Papanicolau test in past 3 yearsa 88.3 81.7 80.3 79.6 80.9

Mammogram in past 2 years 91.0 89.8 87.1 89.0 89.2

Cardiovascular care (%)d

Cholesterol checked in past 2 yearsa 89.2 76.1 94.8 89.8 88.6

Blood pressure checked every 6 monthsa 89.7 75.3 85.5 80.3 81.4

Diabetes care, %e

Glycohemoglobin in past year 93.9 89.2 69.2 90.4 90.0

Eye exam in past year 84.3 65.8 61.1 73.4 73.8

Cholesterol checked in past 2 years 97.3 87.9 90.2 91.9 92.3

Blood pressure checked every 6 monthsa 98.2 80.2 62.2 88.0 87.9

All of the abovea 74.1 52.0 31.2 59.8 60.1

aDifference across respondent racial groups significant at P < .05, after Bonferroni correction for multiple comparisons.
bDenominator includes respondents with a regular physician.
cDenominator for preventive care measures includes men > 35 years and women > 45 years for cholesterol test; men and
women > 50 years for colorectal cancer screening; all women for Papanicolau test; and women > 50 years for mammogram.
dDenominator includes all respondents reporting a diagnosis of hypertension or heart disease.
eDenominator includes all respondents reporting a diagnosis of diabetes.

for approximately 14% of the Hispanic–White
difference in interaction quality but did not
affect the Asian–White difference. Patient–
physician race concordance was not associated
with better patient–physician interactions or
with greater physician cultural sensitivity.

Satisfaction
Non-White respondents expressed lower

levels of satisfaction with health care than did
Whites, although this difference was not sig-
nificant for Blacks (Table 1). Adjustment for
differences in demographic factors and health
status eliminated this difference for Blacks
and Hispanics (Table 2). Adjustment for racial
differences in the quality of patient–physician
interactions resulted in an increase in satisfac-
tion among Hispanics (odds ratio [OR]=1.43,
95% confidence interval [CI]=1.00, 2.05)
and a reduction in the Asian–White differ-
ence in satisfaction, which was no longer sig-
nificant (OR=0.69, 95% CI=0.46, 1.03).
Differences in cultural sensitivity did not ap-
pear to affect the association between race/
ethnicity and satisfaction. Adjustment for
patient–physician race concordance increased
satisfaction relative to Whites for all 3 minor-
ity groups. However, subgroup analysis re-
vealed that this finding was driven primarily
by a positive association between race con-

cordance and satisfaction among Whites (ad-
justed OR=1.84, 95% CI=1.32, 2.56); race
concordance was not associated with satisfac-
tion for any of the minority groups individu-
ally or for non-Whites as a whole.

Among the specific physician behaviors in-
dicative of the quality of patient–physician in-
teractions, treating patients with respect was the
strongest predictor of overall satisfaction with
health care among Blacks, Whites, and Asians,
whereas for Hispanics, spending adequate time
with patients was the only significant predictor
of satisfaction (Table 3). The importance of ad-
equate listening and participatory decisionmak-
ing varied by race/ethnicity, but these qualities
appeared most relevant for Blacks.

Use of Health Care Services
Racial differences in the use of health care

varied across services (Table 1). In general,
Blacks were more likely than others to receive
appropriate health services, particularly Papani-
colau tests, blood pressure monitoring, and ex-
aminations aimed at preventing complications
of diabetes. Among patients with hypertension
or heart disease, Hispanics were generally less
likely than others to receive routine testing and
monitoring. Among patients with diabetes,
Asians were least likely to receive appropriate
services.

After adjustment for demographic factors
and health-related variables, Blacks received
on average more services, and Hispanics
and Asians fewer services, than did Whites
(Table 4). Adjustment for sources of care elim-
inated the difference between Hispanics and
Whites, and additional adjustment for SES
and acculturation variables, particularly health
literacy, resulted in greater use of services
among Hispanics. Adjustment for quality of
patient–physician interactions, physician cul-
tural sensitivity, and patient–physician race
concordance only minimally affected the asso-
ciation between race/ethnicity and health ser-
vice use across all groups. Our findings were
not substantively different when we examined
only services requiring a physician’s order and
active patient participation and when we ex-
amined each health care service individually.
When we included patient–physician interac-
tion items as individual variables, only 1 sig-
nificant factor emerged: participatory decision-
making was positively associated with use of
appropriate services among Hispanics (β=
0.26, P<.001).

DISCUSSION

In this nationally representative survey, we
found that the quality of patient–physician
interactions was generally lower among non-
White patients, particularly Hispanics and
Asians. This difference was not trivial. The
mean difference in reported quality of
patient–physician interactions between Asians
and Whites was greater than the difference
between respondents with and without health
insurance (data not shown). The finding of
lower patient–physician interaction quality
among Hispanics and Asians was explained in
part by differences in physicians’ cultural sen-
sitivity and in patients’ health literacy. Race
discordance between patients and physicians
did not explain racial differences in quality of
interactions.

Not surprisingly, lower-quality patient–
physician interactions among Hispanics and
Asians were associated with lower global satis-
faction with health care. After adjustment for
racial differences in the quality of interactions,
Hispanics appeared more satisfied with their
health care than did Whites. Accounting for
these differences, however, did not explain ra-
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TABLE 2—Sequential Models of Racial/Ethnic Differences in Patient Satisfactiona

Comparison Groups

Black vs White, Hispanic vs White, Asian vs White,
Model (Variables)b OR (95% CI) OR (95% CI) OR (95% CI)

1 (age, sex, health status) 0.99 (0.80, 1.24) 0.90 (0.72, 1.14) 0.46 (0.34, 0.62)*

2 (model 1 + demographics) 1.01 (0.80, 1.27) 0.99 (0.8, 1.26) 0.50 (0.37, 0.68)*

3 (model 2 + sources of care) 1.06 (0.84, 1.35) 1.16 (0.90, 1.49) 0.53 (0.39, 0.73)*

4 (model 3 + SES/acculturation) 1.09 (0.85, 1.39) 1.14 (0.85, 1.39) 0.53 (0.37, 0.78)*

5 (model 4 + interaction quality) 1.05 (0.80, 1.38) 1.43 (1.00, 2.05)* 0.69 (0.46, 1.03)

6 (model 4 + cultural sensitivity) 0.98 (0.75, 1.28) 1.06 (0.76, 1.50) 0.51 (0.35, 0.75)*

7 (model 4 + race concordance) 1.31 (1.00, 1.71)* 1.40 (1.02, 1.94)* 0.62 (0.43, 0.91)*

8 (all above variables) 1.16 (0.85, 1.57) 1.66 (1.10, 2.52)* 0.75 (0.49, 1.14)

Note. OR = odds ratio; CI = confidence interval; SES = socioeconomic status.
aResults represent odds ratios (95% confidence intervals) for the association between race and being very satisfied with
health care (vs less than very satisfied).
bDemographic variables include marital status, locale of residence (urban, suburban, rural), and geographic region.
Source-of-care variables include health insurance coverage, having a regular physician, primary care site (physician’s office
vs other), and physician’s gender. SES/acculturation variables include household income (< 100% poverty level,
100%–199%, ≥ 200%), education (< high school, high school graduate, some college, ≥ college graduate), primary
language (English vs other), language barrier (frequency of difficulty communicating with physician due to language),
birthplace (United States vs other), years in the United States (for immigrants), and health literacy (difficulty with reading
and understanding prescriptions and health-related information).
*Statistically significant at P < .05.

TABLE 3—Association of Specific Physician Behaviors With Patient Satisfaction, by
Race/Ethnicitya

Respondent’s Race/Ethnicity

Black, Hispanic, Asian, White,
Physician Behaviors OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Listening 1.77 (1.17, 2.68)* 1.33 (0.94, 1.67) 1.45 (0.82, 2.58) 1.31 (1.02, 1.68)*

Explaining 1.07 (0.69, 1.65) 1.21 (0.87, 1.68) 1.36 (0.73, 2.51) 1.13 (0.86, 1.50)

Participatory decisionmaking 1.81 (1.05, 3.13)* 1.22 (0.82, 1.81) 1.85 (0.90, 3.83) 1.34 (0.98, 1.84)

Time spent 1.03 (0.67, 1.57) 1.71 (1.15, 2.54)* 2.47 (1.25, 4.90)* 1.89 (1.51, 2.38)*

Respect 2.83 (1.65, 4.83)* 0.98 (0.53, 1.80) 3.33 (1.52, 7.28)* 2.14 (1.50, 3.05)*

aResults represent odds ratios (95% confidence intervals) for association between indicated physician’s behavior (rated on
4-point scales, modeled as continuous variables) and being very satisfied with health care (vs less than very satisfied),
adjusted for age, gender, health status, marital status, locale of residence (urban, suburban, rural), geographic region,
health insurance coverage, having a regular physician, primary care site (physician’s office vs other), physician’s gender,
household income (< 100% poverty level, 100%–199%, ≥ 200%), education (< high school, high school graduate, some
college, ≥ college graduate), primary language (English vs other), language barrier (frequency of difficulty communicating
with physician due to language), birthplace (United States vs other), years in the United States (for immigrants), health
literacy (difficulty with reading and understanding prescriptions and health-related information), physician’s cultural
sensitivity, and patient–physician race concordance.
*Statistically significant at P ≤ .05.

cial differences in the use of basic health ser-
vices, which were attributable primarily to dif-
ferences in access to care, SES, and health liter-
acy for Hispanics, and which for Asians
persisted in all of our multivariate models. Dif-
ferences in cultural sensitivity and in physi-
cians’ race/ethnicity contributed minimally, if at

all, to explaining racial differences in health ser-
vice use.

The results of our comparisons of health ser-
vice use between Blacks and Whites contradict
prior observations that Blacks generally receive
fewer services than Whites.1,4,9,18–23 There are
several possible explanations for this inconsis-

tency. First, increased awareness of disparities
in health and health care in recent years—and
targeted programs developed to address these
disparities—may have improved access and uti-
lization for Blacks. Other recent studies demon-
strating that preventive care use among Blacks
is equal to or greater than that among Whites
corroborate this possibility.24–27 Second, many
studies that have demonstrated Black–White
disparities in prevention and diabetes care have
examined the Medicare population, which in-
cludes primarily elderly persons.4,5,19,28–30

Black–White disparities may be less prevalent
among younger persons. Finally, our results
come from a survey with incomplete participa-
tion. If Black nonrespondents have less access
to adequate health care than do Black respon-
dents, our results may represent biased esti-
mates of true utilization rates.

Our findings related to patient–physician
race concordance also differed from those of
previous studies. In previous surveys, we found
that Blacks, on average, preferred Black physi-
cians and rated them as being superior to non-
Black physicians at listening, communicating,
involving patients in decisionmaking, treating
patients with respect, and being accessible.6,10,11

We also found that Hispanics with Hispanic
physicians reported greater satisfaction with
their health care overall.11 In the present study,
Blacks were the least likely of any group to
state an overt preference for race-concordant
physicians, and concordance was not associated
with satisfaction or use of health care for
Blacks, Hispanics, or Asians. This inconsistency
with previous studies may reflect the fact that
the current survey asked respondents about in-
teractions with the last physician they saw,
which may or may not have been their usual
physician, whose race/ethnicity formed the
basis of our race concordance variable. This
potential misclassification was not present in
our previous studies. It is also possible that in-
creased awareness of racial disparities and of
potential physician bias against minority pa-
tients has made physicians more sensitive in
their interactions with minority patients.

Several other limitations of our study are
worth noting. Our measures of health care use
were based on self-report and may not have
been accurate. The fact that there were few re-
cent immigrants in our survey limits the gener-
alizability of our results for immigrant and refu-
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TABLE 4—Sequential Models of Racial/Ethnic Differences in the Use of Health Care Services

Comparison Groups

Black vs White, Hispanic vs White, Asian vs White,
β coefficients β coefficients β coefficients

Model (Variables)a (95% CI) (95% CI) (95% CI)

1 (age, sex, health status, diabetes, 0.16 (0.08, 0.24)* –0.07 (–0.15, 0.02) –0.12 (–0.23, –0.02)*

hypertension, heart disease)

2 (model 1 + demographics) 0.19 (0.11, 0.27)* –0.10 (–0.18, –0.01)* –0.17 (–0.28, –0.06)*

3 (model 2 + sources of care) 0.22 (0.14, 0.30)* 0.02 (–0.06, 0.11) –0.14 (–0.24, –0.03)*

4 (model 3 + SES/acculturation) 0.23 (0.15, 0.32)* 0.14 (0.04, 0.24)* –0.13 (–0.25, –0.01)*

5 (model 4 + interaction quality) 0.21 (0.13, 0.30)* 0.12 (0.01, 0.22)* –0.13 (–0.26, 0.01)

6 (model 4 + cultural sensitivity) 0.23 (0.15, 0.31)* 0.09 (–0.01, 0.19) –0.13 (–0.26, –0.004)*

7 (model 4 + race concordance) 0.23 (0.14, 0.32)* 0.13 (0.03, 0.24)* –0.14 (–0.27, –0.01)*

8 (all above variables) 0.21 (0.12, 0.30)* 0.08 (–0.04, 0.20) –0.12 (–0.27, 0.02)

Note. Results represent β coefficients (95% confidence intervals) for association between race and number of age-, sex-,
and disease-appropriate health care services used. Appropriate services included Papanicolau testing within the past 3
years (all women); mammography within the past 2 years (women ≥ 50 years); any history of colorectal cancer screening
(respondents ≥ 50 years); cholesterol testing within the past 5 years (men ≥ 35 years and women ≥ 45 years); cholesterol
testing within the past 2 years, blood pressure checks at least every 6 months (respondents with diabetes, hypertension, or
heart disease); glycohemoglobin testing within the past 6 months, eye examination within the past year (respondents with
diabetes). CI = confidence interval; SES = socioeconomic status.
aDemographic variables include marital status, locale of residence (urban, suburban, rural), and geographic region. Source of
care variables include health insurance coverage, having a regular physician, primary care site (physician’s office vs other),
and physician’s gender. SES/acculturation variables include household income (< 100% poverty level, 100%–199%, ≥ 200%),
education (< high school, high school graduate, some college, ≥ college graduate), primary language (English vs other),
language barrier (frequency of difficulty communicating with physician due to language), birthplace (United States vs other),
years in the United States (for immigrants), and health literacy (difficulty with reading and understanding prescriptions and
health-related information).
*Statistically significant at P ≤ .05.

gee communities, for whom cultural barriers
are probably most pertinent. We grouped re-
spondents into large racial categories, which
may have obscured differences between
smaller ethnic groups. Our survey contained
only 2 items addressing cultural sensitivity, and
these items may not have adequately captured
this complex construct. Finally, we were not
able to account for the possibility that our re-
sults were influenced by cultural differences in
response tendencies. Previous studies have sug-
gested that Asians in particular may respond
with lower ratings than other groups on scaled
measures, even when their experience is the
same.31 The low ratings observed among
Asians may have reflected this response ten-
dency rather than an actual experience of
lower-quality patient–physician interactions or
lower satisfaction. However, this phenomenon
would not account for the observed differences
in health care use.

Acknowledging these limitations, we be-
lieve our findings hold important lessons for
future research and for efforts to improve

health care delivery for racial/ethnic minority
populations. Recommendations for reducing
racial disparities in the quality of health care
typically include training health care profes-
sionals to be more “culturally competent.”32

Concern has been expressed, however, about
educational programs that focus primarily on
increasing physicians’ knowledge of the cus-
toms, behaviors, and values of different ethnic
groups, a focus which may exacerbate rather
than reduce negative stereotyping of other
groups.33,34 Experts in cross-cultural educa-
tion have cautioned that the essence of cul-
tural competence is not mastery of “facts”
about different ethnic groups, but rather a pa-
tient-centered approach that incorporates fun-
damental skills and attitudes that may be ap-
plicable across ethnic boundaries.33,34 This
assertion is corroborated by our finding that
racial differences in patient satisfaction disap-
peared or were reversed after adjustment for
the quality of “generic” physician behaviors,
such as spending adequate time with and
showing respect for patients. However, the

fact that these physician behaviors were re-
ported more frequently by White patients
than by non-White patients—and that the in-
dividual physician behaviors associated with
patient satisfaction varied by patients’ race/
ethnicity—indicates that efforts to improve
physicians’ interpersonal skills must not ig-
nore the important influence of race, ethnic-
ity, and culture.

We found that health literacy had a signifi-
cant influence on quality of patient–physician
interactions, satisfaction with health care, and
use of health services. This finding suggests
that the path to reducing cross-cultural barri-
ers between patients and physicians may be a
2-way street. Increasing patients’ ability to un-
derstand the language and culture of health
care may be as important as improving the
interpersonal skills and cultural competence
of physicians.

Contrary to our hypothesis, we found that
racial disparities in health care use were gen-
erally not attributable to differences in the
quality of patient–physician relationships.
This finding may be because of the relatively
simple and noninvasive nature of the services
we examined. Previous research examining
racial variation in preventive care and chronic
disease management has similarly found that
disparities in the use of these basic services
are explained largely by differences in finan-
cial access to care.4,24–27 It is likely that
patient–physician relationships are of greater
importance in explaining disparities in the use
of surgical or other invasive interventions, in
which trust and effective communication play
a larger role in decisionmaking. Future re-
search should explore this possibility.

Future studies should also control for the
complex nature of racial disparities in health
care. Our findings suggest that socioeconomic,
linguistic, and cultural factors probably all con-
tribute to racial disparities in health care qual-
ity. Research that does not control for the multi-
factorial structure of race and ethnicity will
continue to fall short in explaining disparities.
Finally, it will be important for future research
to expand the scope of examination beyond
Black–White comparisons to include Hispanics
and Asians, who in our study appeared to be
the least well served, and whom census data
have shown to be the nation’s most rapidly
growing populations.35
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Primary care providers are the gatekeepers
of health care systems. For this reason, differ-
ences in the quality of patients’ relationships
with primary care providers warrant concern as
potential contributors to disparities in access to
care. Further research is needed to fully expli-
cate the contribution of the patient–physician
relationship to disparities in health care. In the
meantime, efforts to improve cross-cultural pa-
tient–physician interactions, including interven-
tions to increase patients’ health literacy and
physicians’ interpersonal skills and cultural sen-
sitivity, should be undertaken. Without such ef-
forts, the goal of providing all Americans equi-
table access to health care will be difficult to
achieve.
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